bypass surgery though it is not included as a risk factor in commonly used risk stratification scores EuroSCORE II, STS score or ACEF score. [5, 6] Some studies have analyzed the role of anemia as a determinant of outcome in coronary artery bypass grafting (CABG) surgery [7] and elective valve replacements [8] [9] [10] and found a significant effect on outcome whereas others failed to demonstrate a significant effect.
INTRODUCTION
World Health Organization (WHO) defines anemia as hemoglobin (Hb) level under 13 g/dl in men and 12 g/dl in women. [1] Anemia is a well-recognized comorbidity and marker of adverse outcomes in a variety of conditions such as myocardial ischemia, [2] congestive heart failure, [3] acute coronary syndromes, [2] and noncardiac surgery. [4] Anemia has also been identified as a marker of morbidity and mortality after coronary artery etiology. [13] The prevalence of anemia among the Indian cardiac surgical population or its effect on outcome has not been studied.
We studied the prevalence of anemia and its effect on all-cause in-hospital mortality in patients undergoing valvular heart surgery.
MATERIALS AND METHODS

Patients and data collection
This was a retrospective observational cohort study of consecutive adult (>18 years) patients who underwent valvular heart surgery at our Institute between January 2010 and April 2014. Institutional Ethical Review Board clearance was obtained. Demographic, laboratory, diagnosis, procedure-related and mortality data of 2449 patients were collected from hospital medical records. Latest available laboratory result for Hb before surgery was used to define anemia. Preoperative anemia was defined as per WHO guidelines as Hb <13 g/dl in men and Hb <12 g/dl in women. [1] Operative technique All procedures were performed via median sternotomy with standard anesthetic, surgical and perioperative management protocols. All procedures were carried out with cardiopulmonary bypass (CPB) and mild systemic hypothermia (32-34°C). Cardiac arrest was achieved with blood cardioplegia.
Endpoints and definitions
The primary endpoint was in-hospital mortality defined as all-cause mortality in the same admission as that of cardiac surgery.
Statistical analysis
Continuous data were expressed as mean and standard deviation, and categorical data as percentages. Two-tailed P ≤ 0.05 was considered significant. The anemic and nonanemic groups were compared, and odds ratio (OR) for mortality were calculated from the binary logistic regression.
Cohort was divided on the basis of severity of anemia into mild, moderate, and severe anemia [14] and corresponding mortality was studied [ Table 3 ].
The differences of patient characteristics between the groups were quantified using the standardized difference (S. diff.). For a continuous covariate, the S. diff. is defined as:
Xanemic X Sanemic Snonanemic
Where X̄anemic and X̄nonanemic denote the sample mean of the anemic and nonanemic groups, respectively, and Sanemic and Snonanemic denote sample standard deviation of the covariate in anemic and nonanemic groups, respectively.
For dichotomous variables, S. diff. is defined as: Propensity is the probability of inclusion into anemic or nonanemic groups depending on the respective patient characteristics. The propensity score (PS) is the predicted probability of each patient from a logistic regression model with anemia as the dependent variable and all the patient characteristics as independent variables. Subjects with same PS, in either group would have similar characteristics. Matching selects patients from each group with similar PS and thus similar characteristics. Thus, the matched data would have patients who are similar in all characteristics (balancing) other than anemia and its associated features (ex. Hb PREOP , PCV PREOP , PCV LEAST ), which is confirmed by S. diff. of <10%. Relying on significance testing to detect imbalance may be misleading due to diminished sample size after matching. [15, 16] Comparing the matched data gives us the direct association of anemia on mortality independent of the effect of other characteristics. Tests to confirm fitting of the model is inconsequential, and thus a nonparsimonious model can be used.
The lowest hematocrit (HCT) on CPB with highest sensitivity and specificity for mortality was estimated in the whole cohort, matched cohort, and anemic and nonanemic groups. Effect of lowest HCT on CPB on mortality was estimated in matched cohort after adjusting for anemia.
To study if mortality due to anemia varied with HCT values on CPB, anemic patients with lowest on CPB HCT of <20 and >20 values were compared for mortality.
Propensity scoring and matching was conducted using MatchIt package (Version: 2.4-21) for R software (R for Windows 3.1.2; The R Foundation for Statistical Computing, Vienna, Austria). [17] We did a 1:1 nearest neighbor matching with caliper distance of 0.2. Statistical analysis was performed with Statistical Package for Social Sciences (SPSS) version 16.0.0 for Windows (SPSS Inc., Chicago, IL, USA).
RESULTS
Totally, 2449 patients were studied. Demographic, diagnostic, laboratory, operative, and outcome data in the whole cohort are summarized in Table 1 . 37.1% of the whole cohort (33.91% among males and 40.88% among females) was anemic. Prevalence was more among females (40.88% versus 33.91%). Anemia had an unadjusted OR of 1.6 for mortality (95% confidence interval [95% CI]: 1.041, 2.570, P = 0.033) Analysis of covariates between anemic and nonanemic groups showed imbalance - Table 2 (before matching). Matching is shown by balancing of variables with the S. diff. of <10% - Table 2 (after matching). After balancing of 18 confounders, matched anemic patients had higher in-hospital mortality than their nonanemic counterparts with OR of 1.79 (95% CI: 1.042-3.094, P = 0.035).
Secondary analysis
The majority of anemic patients were mildly anemic (67.34%). There was no significant difference in mortality between groups with mild and moderate anemia. Only 6 patients were severely anemic.
A cut-off of 20 for lowest HCT on CPB was obtained for predicting mortality across all categories with reasonable sensitivity and specificity [ Table 4 ].
Lowest HCT on CPB was associated to mortality even after adjusting for effect of anemia (OR: 0.885, 95% CI: 0.817-0.958, P = 0.002) [ Table 5 ].
In 866 pairs of matched cases, maintaining HCT >20 on CPB reduced mortality in the nonanemic group but not in anemic cases [ Table 6 ]. [7] In a study by Muñoz et al., of 576 patients undergoing elective cardiac surgery, the prevalence of preoperative anemia was 37%. [18] Elmistekawy et al. retrospectively analyzed 2698 patients undergoing nonemergent aortic valve surgery with or without concomitant procedures. Prevalence of anemia in their population was 32.2% and was similar between genders. [9] We observed that anemia was a predictor of in-hospital mortality (4.2% in anemic group vs. 2.6% in the Low dietary intake, bioavailability, and chronic blood loss contribute to the anemic burden in India.
Previously published studied have looked at the prevalence of anemia according to WHO criteria in diverse populations. In the Multicenter Study of Perioperative Ischemia that included 5065 patients from nonanemic group) with unadjusted OR of 1.6 and an OR of 1.8 after propensity matching. Kulier et al. studied the relationship between preoperative anemia and cardiac and noncardiac adverse events in 4804 patients who underwent cardiac surgery at 72 institutions during 1990s and found a strong independent association between preoperative anemia and noncardiac complications (which included cerebral, renal, gastrointestinal, and "other" adverse events) but not cardiac complications. In-hospital mortality occurred in 3.3%. There was no increase in adjusted OR for the cardiac outcome (myocardial infarction, congestive heart failure or death form cardiac causes) with lower Hb levels. [7] Karkouti et al. in a multicenter cohort study of 3500 patients showed overall prevalence of anemia (defined by Hb <12.5 g/dl, the average threshold of the WHO's gender-based definition of 12.0 g/dL in women and 13.0 g/dL in men) was 26%. Mortality was observed in 6.6% of anemic patients compared to 1.4% in nonanemic patients (P < 0.0001), though after propensity matching, among 515 pairs of patients there was no significant difference in mortality among anemic and nonanemic groups (4.7% and 3.1%, respectively, P = 0.2). They noted a significant difference in acute kidney injury and the composite outcome of death, stroke or acute kidney injury. Preoperative anemia was associated with an unadjusted OR of 3.6 (95% CI: 2.7-4.7, P < 0.0001) in the entire sample and OR of 1.8 (95% CI: 1.2-2.7; P = 0.005) in the propensitymatched sample. [19] Zindrou et al. and Bell et al. studied CABG patients and described an OR of 3.2 and 2.3, respectively, for mortality. [12, 20] There are a number of potential mechanisms that may explain the negative association between anemia and outcome. The reduced oxygen-carrying capacity with low Hb can result in tissue malperfusion that can increase susceptibility to postoperative adverse outcomes. [21] Several recent clinical studies have found that severe anemia and low oxygen delivery during CPB are associated with increased risk of renal failure, stroke, and death. [22] [23] [24] Transfusions might also adversely affect outcome via immunomodulation or other ways not yet understood.
Chronic disease can cause activation of hepcidin causing a state of functional iron deficiency leading to anemia. [25] Strengths of our study This is the first reported study in the Indian population which assesses the prevalence of anemia and studies its effect on mortality after cardiac surgery. This study includes the entire spectrum of adult valvular procedures and balances the effect of 18 covariates in the anemic and nonanemic groups to obtain the effect of anemia per se on mortality. We also looked into the effect of lowest HCT on CPB on mortality.
Limitations
We are unable to determine the exact relationship between anemia and mortality. It is possible that preoperative anemia was associated with adverse outcomes simply because it is a marker for severity of illness.
The effects of unknown or unmeasured confounders on the observed association cannot be ruled out. The critical assumption underlying PS analysis is that of "no unmeasured confounders." [16] Left ventricle ejection fraction (LVEF, available in 22.78%) was not included as a variable. There was no significant difference in LVEF between anemic and nonanemic groups (57.18 ± 7.5 and 55.73 ± 8.65, respectively, P = 0.17). It is our assumption that after balancing of the other variables included in PS matching the results of other confounders are likely to be insignificant.
The cause, duration or corrections of preoperative anemia, all of which have prognostic implications, were not studied.
The duration of follow-up was limited to the period of hospitalization. Thus, postdischarge complications could not be accounted for in our analysis.
Our results are not adjusted for perioperative blood transfusions. But since the indication for transfusion is anemia in itself, we believe that they are interdependent, and, therefore, their respective effects should not be separated.
CONCLUSION
This study demonstrates the independent association of preoperative anemia with increased odds of in-hospital mortality after cardiac surgery. HCT of less than 20 on CPB is associated with postoperative mortality.
